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A PLEA FOR SANER METHODS OF EX- 
AMINING SUSPECTS FOR INSANITY.* 
Tuomas ALbertT Near, M. D., 
Orlando, Fla. 

It may be superfluous to go into details before 
a medical body concerning the present method of 
the examination of people suspected of insanity 
in this State. A brief statement, however, may 
10t be out of order. The law requires that five 
people, only one of whom may be related to the 
suspected insane person, sign a petition to the 
County Judge requesting an examination of this 
individual. It becomes the duty of the County 
Judge, on receiving such a petition, and we might 
add just here that no qualifications are mentioned 
for these signers other than that only one may be 
a relative, to appoint a board to consist of two 
* who shall 


physicians and “an intelligent citizen, 
and find 


immediately examine this individual, 
whether he be sane or insane, and if insane 
whether it be acute or chronic, and whether he 
be possessed of sufficient funds to pay for his 
maintenance. 

The two physicians in question who are re- 
quired to have graduated from a college recog- 
nized by the American Medical Association, meet 
with the “intelligent citizen,” who, oftener than 
not, is some fellow who had nothing else to do 
and is handy to the court officials. This board 
proceeds to examine and quite frequently are 
directed to the jail! This unfortunate individual 
are to examine, if possessed of any 
remaining faculties at all, will usually be found 
in a more or less dazed condition from a knowl- 
edge of his surroundings. Here is an individual 
who, so far as we know, has committed no crime, 
at least he is only accused of having a clouded 
brain, placed among malefactors; and be the 
jailor ever so kind, and I] will say that it has 
been my experience that the jailors usually are 
quite considerate toward these pathetic individu- 
als, the situation is one which should rend the heart 
of any right-thinking individual. You can readi- 


whom they 





*Read before the Orange County General Hospital 
Staff, March 3, 1924. 
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ly see that if it happens that this suspect be not 
actually insane but only suffering from some 
minor nervous disorder that the surroundings 
alone would be such that they could not possibly 
be properly judged, even by two physicians and 
“an intelligent citizen.” 

On the other hand, if the examining board be 
conducted to the home of this poor unfortunate 
whom they are called to examine, even there the 
surroundings are not always ideal. The Judge 
of the County Court tells me that during his 
tenure of office there have been cases in which 
the examining board found the person to be 
insane, and in due course of time an attendant 
came from the State institution and removed the 
supposed insane person to the State hospital, and 
that after a comparatively short time this person 
was again tlie object of another petition, having 
been returned to his home in the meantime, and 
fired back and forth to the insane asylum and 
his home, the State paying transportation for 
himself and the attendant all the while. Such 
is the picture of the state of affairs at the present 
time. 

I would like to make a few suggestions which 
it seems to me might be in order. In the first 
place, I believe firmly that this is a question for 
the medical profession to agitate, and to suggest 
a bill to the Legislature which would safe- 
guard the interest both of the people and of 
those poor unfortunates who are suspected of in- 
sanity. 

In the first place I would suggest that a more 
definite requirement be made for those who sign 
the original petition. In the second place, un- 
less the one to be examined is patently insane, 
certainly not incarcerate him in the jail with 
malefactors, and I do not know that even those 
patently insane should be put in jail, because they 
are not criminals, and during lucid moments, if 
they should have any, we can realize the torture 
to their feelings to know their surroundings. 

Centers of observation could be established 
in various hospitals of the State for the purpose 
of a scientific study of the mental condition of 
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these people. Where a county, on account of its 
small population, is not equipped with a suitable 
hospital, so change the law that the equipment 
of the next county with proper facilities for this 
purpose, could be utilized, and that physicians 
who are recognized practitioners and members 
of the medical society, even though they were not 
residents of the county from which this suspect 
came, would be eligible to examine, and if found 
insane commit him to the State institution. The 
expenses of equipping, say four rooms; one for 
white, one for colored—male and female, would 
not be so great as to make it prohibitive. 

I believe that the good people of this State, 
if the question were properly placed before them, 
would find the ways and means of doing this 
noble work, even privately, if the State has no 
funds for this purpose. I appreciate some of the 
legal difficulties that might come up inasmuch as 
it would call for an expenditure on property 
which does not belong to the State, but it seems 
to me that it is a question which might be 
solved in some way, to get around this difficulty. 

In a quiet, properly equipped addition to a 
hospital, with a trained personnel to handle these 
people and to place the history and observed 
‘symptoms in an orderly form, the examining 
board could arrive at an intelligent conclusion 
and certainly make fewer mistakes than are made 
at present. There would be far fewer tragedies 
committed by those who, perhaps in a casual 
examination, make such a good showing that 
their true status is not found, and they are turned 
loose, not being found insane, when, as a matter 
of fact, they might be dangerous monomaniacs, 
waiting for the opportunity to do some terrible 
deed. The expenses of transportation to and 
from the State Hospital for the Insane which, 
as you know, is now located at Chattahoochee, 
quite a long distance from more than one-half of 
the State, would be saved on a large number of 
cases. The stigma of having been committed to 
an insane institution would be less likely to 
follow up the innocent individual, because there 
would be fewer mistakes made. 

I would also suggest that this “intelligent citi- 
zen,” the third member of the board, should at 
least be chosen from those eligible to grand-jury 
duty in his county. 

The fees for the examination should either be 
adequate or else the physician should be privi- 
leged to do this work “gratis.” The two-dollar 
fee which they at present draw, make it appear 


that they have been properly paid, and on the 
other hand belittles the importance of this duty. 
The physicians are taxed at present in every 
conceivable way—State, county and municipal- 
and | see no reason why they should be ex- 





ity 
pected to work for an inadequate fee. I feel sure 
that they would much prefer to do the work 
“eratis” than to do it on the present basis. | 
feel sure that, with a proper presentation of this 
subject through the various civic bodies of the 
State, Chambers of Commerce, luncheon clubs, 
and the splendid organization of the \Woman’s 
Clubs, an enlightened public sentiment would au- 
thorize the solution of this important subject 
by the State Legislature. 

I should like to see a discussion at our next 
State medical meeting, with a view to drawing 
a model bill to be presented before the next 
session of the Legislature. 





EPIDEMIC ENSEPHALITIS.* 
From A Mepica, RATHER THAN A 
NEUROLOGICAL ASPECT. 

H. R. Drew, M. D., 
Jacksonville, Fla. 


It will immediately occur to you that this sub- 
ject should rightfully belong to the “Neurologist” 
rather than the “Internist.” I realize that it is 
comparatively a new one to the medical profes- 
sion, apparently not having been either prevalent 
or recognized until probably the last twenty 
years, but has come into great prominence in 
papers and journals in the last decade. 

There seems to be no definite knowledge as to 
its source of infection, whether it is a germ or 
virus, whether the germ or virus is similar to 
that producing influenza, as would seem the case. 
There seems to be a wide difference of opinion 
as to its exact pathology. We know there is a 
congestion and inflammation of the mid-brain 
and its stem. 

In my opinion, it is certainly in its earlier or 
acute stages a disease that medical men should 
be thoroughly familiar with. For they are the 
ones who always first see and treat this disease in 
the majority of cases, for it is only after the neu- 
rological symptoms are well marked that the neu- 
rologist is called in consultation. 

In about seventy-five per cent of the acute cases 
whose histories I have been able to obtain all 


*Read at a meeting of the Staff of St. Luke’s Hospital, 
Jacksonville, February 5, 1924. 
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give a distinct history of influenza or some of its 
allied forms, being either associated with the 
acute stage of the disease or connected with the 
patient’s past history. I cannot help but believe 
that if in every case the history had been care- 
fully and remotely taken there would always 
have been some catarrhal history, if apparently 
only a slight cold, which escaped the notice of 
friends and the patient, but which contained 
the specific germ or virus causing the disease. 

At variance to this statement is the report from 
the London Lancet, that the extensive epidemic 
of influenza there during the spring of 1922 was 
unaccompanied by a corresponding increase of 
epidemic encephalitis. That in Liverpool if any 
relation existed between the two diseases it was 
inverted. | would like to ask this writer if what 
he calls influenza was what was called Spanish 
Influenza or flu as existed in 1918-1919 and not 
a usual type of grip so often prevalent without 
the former’s terrible rate of fatalities. 

To further again impress upon you that influ- 
enza previously prevails. It is hardly a coin- 
cidence that it preceded the encephalitis symp- 
toms in the two cases which I am going to pre- 
sent to you tonight. 

From all the literature that I can gather very 
few writers try to make any dividing line between 
the onset of the encephalitis svmptoms with the 
usual pyrexia toxemia and catarrhal symptoms 
prevailing as grip until the neurological mani- 
festations are well marked, as the lethargic state 
and palsies, where the latter begins is apparently 
hard to say, or is it a single infection, selecting 
the nervous system with the influenza symptoms 
misleading the physician ? 

Again the symptoms of the disease, lethargy, 
palsies, etc., may manifest themselves days 
weeks or months after the catarrlial attack. As 
one of my associates very aptly remarked, it is 
a disease easy to diagnose until you have to make 
the diagnosis. 

Again impressing upon you that it nearly 
always occurs in concurrence or as a sequel of 
influenza and that if we are not on our guard it 
will be very easy to overlook a mild case or fail 
to recognize a serious one until well advanced, 
and then probably much to our mortification. 

The chief characteristics of the disease are: 

First—It tends to appear in epidemic form. 

Second—It produces in most cases prolonged 
somnolence or lethargy. 

Third—It gives rise to palsies of the cranial 


nerves. 


Fourth—It causes marked asthenia, (as illus- 
trated by the two cases presented here tonight). 

Fifth—Post mortems show evidence of con- 
gestion and inflammation of the mid-brain and 
its stem. 

You would think from the nature of the 
lesion, an inflammation of the brain, that there 
would be a multiformity of the cerebral symp- 
toms. The unusual fact is that the clinical fea- 
tures are so similar in spite of the many varia- 
tions. 

The disease attacks babies from one month of 
age (“encephalitis neonitorium”’) and is gen- 
erally fatal with them, probably from lack of 
nourishment. It also attacks the aged up to sev- 
enty or over. It is most prevalent between the 
ages of twenty and forty, and more apt to be fatal 
previous to or following this period. 

I will mention some of the characteristic types 
which, by their nomenclature, are self-explana- 
tory, describing briefly the two which might be 
easily confused. 

Eight well-defined sub-groups are described 
by Tilney and Howe, which I will briefly enumer- 
ate as follows: 

1. The lethargic type. 

2. The cataleptic type. 

3. The paralysis agitans type. 

4, The polio-encephalitis type. 

5. The anterior polio-encephalitis type. 

6. The posterior polio-encaphilitis type. 

+. The epilepto maniacal type. 

8. The acute psychotic type. 

The first of “lethargic” type, where the patient 
remains in a state of somnolence, but will respond 
intelligently on forcibly arousing, dropping back 
to the state of somnolence immediately there- 
after. 

The “cataleptic” type, where the patient can- 
not be aroused, remaining apparently sound 
asleep or staring into space, but not necessarily 
unconscious, as shown by tears streaming down 
the face of a patient who heard the seriousness 
of the case discussed in her presence. 

It is an acute encephalitis with a mild tempera- 
ture averaging in most cases from 100 to 102 de- 
grees, but ranging higher in the more serious 
types and later stages. The pulse is in accord- 
ance with the temperature. 

The cranial nerves are nearly always involved 
or palsied, affecting a portion or the whole of 
the musculature of the face to a greater or less 
degree, particularly the motor oculi, facial and 
hypo-glossal nerves giving us ptosis, dilated 
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fixed pupils, with the blank stare typical of the 
disease, inability to wink or wrinkle the fore- 
head, producing a smooth forehead. Slowness of 
speech. Dribbling saliva from the affection of 
the hypo-glossal. Then the palsies of the limbs, 
slow, characteristic, shuffling gait, or Parkinson- 
ian syndrome. The patient lying in a semi- 
flexed position, staring into space, with the un- 
explained neurological findings of normal super- 
ficial and deep reflexes in most cases. Another 
frequent symptom is a troublesome seborrhea. 

I wonder if it is not possible that many 
patients seek one doctor after another, consid- 
ered by each “one of these neurasthenics”’, prob- 
ably improving temporarily but dropping back 
to the frequent relapses which are the rule, final- 
ly seeking the neurologist who should recognize 
the disease. 

I believe after the terrible epidemic in 1918- 
1919 there were probably many such patients 
for all we know, that neurasthenia was the most 
common after-affect of influenza then prevailing. 
These patients probably had a real cerebral tox- 
emia and not an imaginary disease. 

It must be that there is a great similarity be- 
tween the germ or virus in both Spanish influen- 
za and epidemic encephalitis. 1 emphasize 
“Spanish influenza” because | believe that it is 
an infection whose germ is still undiscovered 
and a disease of which there is none similar in 
previously recorded history, probably due to 
immunity established. The above type has fortu- 
nately disappeared, though I believe we still have 
our sporadic cases. 

Another line of conjecture, to my mind per- 
haps far-fetched, perhaps not, is whether there 
is not some similar source of infection in measles, 
whose germ or virus has also not been isolated. 
Remember, we have the pronounced catarrhal 
symptoms with which we are familiar, the pro- 
nounced pyrexia, the painful toxic pains and the 
characteristic rash. Would it not be reasonable 
to suppose that in this disease a similar in- 
fection affects the superficial nerve terminals 
rather than the central nervous system. 

Let us hope that those of us who frequently 
come in contact with measles or epidemic enceph- 
alitis may by clinical observation discover what 
our bacteriologist and pathologist have failed to 


do. 
It is most important to differentiate epidemic 
encephalitis from the following diseases: 
Spinal meningitis, which presents on spinal 


puncture an increased tension and pleocytosis 
and tubercular bacillus. 

Cerebrospinal meningitis of the epidemic 
type, where the spinal fluid is cloudy, has many 
leucocytes and the meningococcus. 

Cerebrospinal syphilis, where we have the 
positive Wassermann, increased leucocytosis, 
increased globulin or a paretic or a leutic col- 
loidal gold curve. 

Typhoid fever with its wedal reaction, tem- 
perature curve and rose spots. 

From diptheritic paralysis, where we find the 
Glebsloffler bacillus in the throat and a history 
of diphtheria. 

From uremia, where we have albuminurea or 
presence of renal cast or evidence of renal insutf- 
ficiency by phenol-sulphonapthaline test. 

From hysteria, with its hyterical stigmata, 
absence of temperature, marked sensory dis- 
turbances, contraction of the visual fields, nys- 
tigmus and normal reflexes. 

Cerebral tumor, where there is an absence of 
optic atrophy, vomiting and paroxismal head- 
aches. 

Acute dimentia, with persistent maniacal de- 
lirium, without stupor or pyrexia. 

Diabetic coma, with sugar in the urine, ace- 
tone and acidosis. 

The above differential diagnoses are self-evi- 
dent reasons why the medical man should be 
posted on this disease. 

To quote Simon Flexner, in the last November 
issue of the Journal of the A. M. A., in which he 
says that two decades of the present century have 
witnessed the destructive outbreaks of the epi- 
demic meningitis and epidemic encephalitis and 
alludes to a mysterious and fatal disease called 
“Australian X”, which has prevailed in certain 
parts of the world and that he sees similarity in 
this to epidemic encephalitis. He believes that 
epidemic encephalitis is a form of influenza and 
states that this possibility is still much discussed. 

Another writer, in the British Medical Journal 
of the last November issue, describes epidemic 
hiccup and describes a case which seems to es- 
tablish a definite relation between epidemic hic- 
cup and epidemic encephalitis. 

Dr. E. L. Hunt, in the last October issue of the 
Journal of the A. M. A., gives us some rather 
interesting if not startling facts about this 
disease. He states that the epidemic in New 
York in 1923 was much more extensively virulent 


and fatal than any previous. That there were 
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five hundred and seventy-five cases in New York 
last year reported to the State Board of Health. 
Still, as so many observers have noted, in view of 
the decided contagiousness of the disease he ad- 
vises the proper hygiene and segregation of pa- 
tients. 

The International Medical and Surgical Survey 
cites an instance of twenty-two persons in a smal! 
community contracting the disease with twelve 
deaths, showing the highly contagious tenden- 
cies in this instance. 

It is reported in the J/innesota Medical Jour- 
nal that three cases of epidemic encephalitis were 
referred by as many competent medical men to 
one surgeon. Two of them were diagnosed, one 
as intestinal obstruction and one as an acute ap- 
pendix. Fortunately the operations were delayed 
long enough to allow the neurological symptoms 
to prevail. 

The treatment for epidemic encephalitis so far 
isentirely symptomatic and empirical. The iodides, 
bromides, silver salts, arsenic, scopolimine, hyos- 
cvamus, quiet and rest, change of climate, ete., 
have all been tried with little success. The 
permanent recoveries are few except in milder 
or polio-encephalitis types. 

| will now present two cases, one of the le- 
thargic type and the other paralysis agitans 
type. 

The case of Mr. J. C. 
under my care here at St. Luke’s Hospital for 
the past month, and his history as given me up 
to that time by his physician, Dr. Erwin: 

Pneumonia at 18; influenza in 1920. 


King, who has been 


No genito-urinary history, syphilis or gonor- 
rhea. 

In April, 1920, he developed what was diag- 
nosed as Spanish influenza. Lasted one month 
with usual symptoms except persistent tempera- 
ture and muscular pains. Recovery in May, but 
could not concentrate. Did not wish to move 
and found that he could not walk or move rapid- 
ly. Unable to attend his toilet on account of 
slowness of movement. Intelligence was not af- 
fected, but gradually developed crowd phobia, 
became depressed and irritable, was not able to 
tell one hand from the other. 

Ile was seen by Dr. Randolph in July, but had 
no further treatment until 1922 when he was 
seen by Dr. Erwin, who made the diagnosis of 
epidemic encephalitis. Was actively treated from 
August until November with slight improve- 
ment. In December, 1923, he was referred to Dr. 


Ralph Greene, who confirmed the diagnosis and 
sent him to St. Luke’s Hospital. Dr. Greene has 
kindly kept up his interest in this case and has 
seen him at intervals. 

His examination shows a poorly nourished 
voung man, clear mentally. All bodily movements 
slow, very slow to think, slow of speech, but his 
answers are correct and intelligent. His face is 
expressionless, eyes staring, lids open, rarely 
closed. Facial muscles not brought into play ex- 
cept on forced effort and then only a part of 
them. There was a continuous flow of saliva, 
ears and nostrils apparently not affected. Heart, 
lungs, abdomen and genitalia apparently normal. 
His arms and legs have a tendency to stay in the 
position placed, which is another usual phase. 

Both deep and superficial reflexes appear prac- 
tically normal except knee jerk slightly re‘arded. 

He has improved steadily while here but, as 
vou see plainly, he has not recovered. During 
lis first two weeks here he remained in a semi- 
flexed spastic position, lying on his back, staring 
at the ceiling and noticing nothing going on 
around him unless directly and closely spoken to. 
His pillows were saturated with saliva, his food 
on his face and pillows. He would remain in 
the above position for hours. 

About the third week he would occasionally 
walk around the ward, seemed to take some in- 
terest in what was going on around him. I would 
note an occasional movement of the evelids. His 
saliva no longer noticeable and his appearance 
more presentable. He was able to promptly slap 
at a fly on his right hand when told that he had 
such an ornament there. Two or three days ago 
he called one of the nurses by name, requesting 
a sedative for nervousness, of which he always 
complains when his health is inquired into, 

All his blood tests, Wassermann, including 
spinal, were negative, with an X-ray of his head 
of interest, but probably of no diagnostic value. 
For two weeks I had him given daily hypo-in- 
jections deep into the buttocks of mercury binio- 
dide and iodide of potash. 

The case of Mr. Herbert Rice, fiftv-one years 
old, a large, robust man. Salesman for a local 
lumber company : 

As a child he had St. Vitus dance and inflam- 
matory rheumatism up to flfteen years of age. 
In September, 1923, he had an alarming auto- 
mobile accident, nearly losing both eyes from 
broken glasses. In October of the same vear he 
had a severe cold. One month after, while trying 
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to write his menu at a restaurant, found that he 
could not use his right hand. Continued at his 
work, but is not quite clear as to his condition ; 
was advised by his employers to take a rest. 
His general condition getting much worse. His 
asthenia pronounced, his weight declined from 
two hundred and twenty-five to one hundred and 
forty or less. He had much trouble in swallow- 
ing and, to use his own expression, had to spit all 
the time. 

He still shows a paralysis of his pupils and, as 
you see, his paralysis and tremor of both arms 
and hands is marked. 

Mr. King represents the lethargic type and 
Mr. Rice the paralysis agitans type. 


OCULAR HEADACHES 
J. W. Taytor, M. D., F. A. C. S., 
Tampa, Fla. 


By the term ocular headache is meant one that 
is caused by some error of refraction or muscular 
inbalance and therefore amenable to prompt cure. 
Headache is only a symptom, but it may be ulti- 
mately responsible for many other symptoms 
of nervous irritability. One may even indulge 
in the supposition that nearly all the symptoms 
observed in eye-strain are merely secondary to 
the primary headache. Headache is the direct 
result in about eighty per cent of cases of some 
ocular anomaly, refractive or muscular, and if 
neglected and permitted to grow into a habit it 
so saps the vitality of the patient that it soon 
gives rise to other symptoms. 

In an article on “Headaches Caused by Eye- 
Strain,” Dr. Percy Webster wrote that many 
years ago Weir Mitchell pointed out that eve- 
strain may be revealed solely by occipital or 
frontal headache, there being no pain in the eye 
and no sense of fatigue whatever locally, but that 
if such strain be allowed to continue for a long 
time it may cause insomnia, vertigo, nausea, and 
general ill-health. 

According to Webster, the headaches resulting 
from eye-strain include the following varieties: 
frontal, vertical, temporal, occipital or limited to 
a small area of the scalp. While eye-strain is 
often the only cause of these headaches, general 
ill-health may be a contributing factor. 

Hye-strain, also, may be the only cause of at- 
tacks of vomiting and vertigo, the strain being 
due to some error of refraction, or the faulty set 
of an eve muscle. All symptoms in some cases 


have been relieved by the correction of so trifling 
an error as .50 or .25 hypermetropia or astigma- 
tism. 

E. L. Gault, in his paper on Ophthalmology 
and General Medicine, says: “I am disposed to 
think that in every case of persistent headache 
of long duration, especially if it be associated 
with or increased by new works, the determina- 
tion of the refraction of the eyes after the ac- 
commodation has been paralysed by the homa- 
tropine should be at once made. This is called 
for the more clearly if examination by test types 
discloses visual acuity below normal, or if there 
is evidence of astigmatism shown by want of 
clearness of some of a series of lines converging 
to a point when others in a different place appear 
clear. Here, however, it must be pointed out 
that the possession of visual acuity equal to 20/20 
or even to 20/25, does not negative the existence 
either of hypermetropia or of astigmatism. It 
is a common thing to find a considerable amount 
of hypermetropia concealed by accommodative 
effort, the patient himself putting on a correction 
of his hypermetropia by increasing the convexity 
of his crystalline lens.” 

Gault believes that even a very small degree of 
astigmatism should be accurately corrected, since 
0.25D (or even 1/8D) of hypermetropic astig- 
matism may produce recurrent or persistent 
headaches. “The method of retinoscopy, com- 
bined with test-glass examination, first under 
the influence of a cycloplegia, and then without 
it, offers usually a very satisfactory means of ac- 
curately estimating astigmatism and of determin- 
ing on a suitable correcting glass.” 

The writer agrees with Gault that low grades 
of hypermetropia in young persons with vigor- 
ous ciliary muscles and good range of accommo- 
dation are not productive of headaches, hence 
do not require the use of correcting glasses, either 
for distance or near view. In this opinion, 
though, Gault acknowledges that he differs with 
some physicians and oculists. 

W. R. Broughten, in an article on “Some Com- 
mon Results of Eye-Strain,” says that while it 
is admitted by all observers that one of the com- 
monest results of eye-strain is headache due to 
refractive error, yet not all eye headaches are 
caused by errors of refraction, so that, when no 
relief is secured by a careful and full refractive 
correction, the condition of the ocular muscles 
should receive a very thorough investigation by 


the oculist. He adds: 
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“Esophoria, hyperphoria, exophoria, cyclo- 
phoria, anaphoria and kataphoria are all frequent 
causes of headache in about the order named.” 

very chronic case of headache should be 
carefully examined under a cyclopegic (in pa- 
tients under 45), says Broughton, and a full cor- 
rection of the astigimatism, with as much of the 
hypermetropia as the eve will tolerate, should at 
first be ordered in glasses for constant wear, the 
glass keing increased to a full correction as rap- 
idly as possible. 

According to Aaron Bray, in the majority of 
cases of eve-strain and headache the trouble is 
found in the astigmatic type, simple compound, 
or mixed, but the eves are usually free from pain, 
while vision, as tested by Snellen’s card, is 
normal. 

“Normal vision,” he says, “does not mean a 
normal dioptric apparatus, for normal vision 
may be obtained with high degrees of error of 
refraction, such as hyperopia. But this vision is 
cbtained by means of an extraordinary expendi- 
ture of nerve force exerted upon the ciliary 
muscles. The ciliary muscles in response to this 
extra nerve stimulus, have to do an extra amount 
of work and this overexertion causes reflexly the 
headache.” 

Regarding the treatment Dray says that cer- 
tain cases of ocular headache require some medi- 
cal aid even after the optical error has been cor- 
rected by properly prescribed and adjusted 
lenses, such as hygienic and dietetic measures 
with a proper tonic. Often the muscular dis- 
turbance must be treated by prism exercises. 


TWISTED PEDICLE OVARIAN TUMOR 
WITH STRANGULATION.* 
Tuomas S. Fievp, A. B., M. D., 
Ropert B. McIver, A. B., M. D., 

ASSISTED BY 
BEN Manuorf, M. D., 
Jacksonville, Fla. 


In the preoperative diagnosis of the acute ab- 
domen in the female, the possibility of twistel 
pedicle ovarian tumor is often overlooked. Gen- 
eral opinion holds this condition as relatively 
rare, but statistics indicate that it accounts for a 
goodly number of acute abdomens, and _ that 
torsion of the pedicle occurs in 20 per cent of all 


ovarian tumors. It is believed that cases of this 





*Presented before the staff of St. Luke’s Hospital, May 
4, 1923. We wish to thank Dr. J. E. Boyd for the privi- 
lege of including Case 2. 








character occur at times in the practice of all 
gynecologists and general surgeons but are sel- 
dom recorded ; also, that if the conditions were 
borne in mind it would be recognized frequently. 
Four cases coming under our observation in the 
space of one year have suggested their being 
reported. 

Rotation of ovarian cyst, where the pedicle is 
long, may vary from one-half to several complete 
turns. Torsion of the pedicle is supposed to be 
favorel by bodily movements on the part of the 
patient, such as result from strenuous labor, 
athletic exercises, riding, jars, trauma, alternat- 
ing filling and emptying of the bladder and 
Lowel, and during pregnancy. One important 
cause is the unequal growth in different parts of 
the cyst wall. Also when the ovarian tumor 
grows to a certain size it rises out of the posterior 
part of the true pelvis into the anterior part of 
the false pelvis of the opposite side. During this 
excursion the pedicle of the tumor is necessarily 
turned in a spiral manner, but under certain me- 
chanical conditions the torsion becomes increased 
until the blood vessels of the pedicle are com- 
pressed, whereupon symptoms ensue. 

Asa rule if the amount of torsion reaches 180 
degrees, symptoms become evident. The pedicle 











Pyelogram of massive pyonephrosis. Illustrating a 
renal condition giving rise to acute abdomen with tumor 
formation, (X-ray, Drs. Cunningham and Shaw.) 
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may take two or three complete rotations about 
its axis, occasionally as many as five or six. The 
torsion causes a compression of the veins of the 
pedicle without interfering with the arterial cir- 
culation and produces a sudden rapid increase in 
the size of the tumor as a result of venous con- 
gestion and greatly increased secretion from the 
tumor wall. The obstruction of circulation pro- 
duces a hemorrhage into the lumen of cystic 
tumor. If the twisting increases, there is throm- 
bosis of the vessels and extravasation of blood 
into the peritoneal cavity and later necrosis of 
the tumor, followed by fatal peritonitis. 

The clinical appearance of torsion varies in 
proportion to the acuteness of the condition. Ii 
the torsion take place slowiy and does not exceed 
a partial compression of the venous circulation of 
the tumor, there may be only moderate pain 
without severe constitutional symptoms. The 
symptoms may continue for some time, usually 
accompanied by a very evident ticrease in size 
of the tumor. The tumor may even right itself 
With disappearance of symptoms. 

If torsion is acute the picture is a stormy one 
and resembles that of acute peritonitis. The ab- 
domen is rigid and distended and extremely sen- 
sitive. There is often an ileus due to peritoneal 
irritation, and the pulse is rapid and thread-like. 
Acute torsion of the pedicle usually causes 
bleeding from the uterus on account of general 
pelvic hyperemia. 

When occurring on the right side the diagnosis 
may be confused with various stages of acute 


appendicitis ; at times it is confounded with early 











Ovarian cysts. Showing a type of enlargement with 
elongated pedicle and prone to strangulation. (Photo- 
graphed by Dr. Sellers.) 


ectopic or normal pregnancy and with prolapsed 
infected kidneys or hydronephrosis and with low 
intestinal obstruction. 

Cast 1—Miss M. A., age 12, white, female. 
Was admitted to St. Luke’s Hospital, October 
19, 1921, on account of palpable mass, extreme 
sensitiveness and rigidity of lower abdomen. 

Family History: Essentially negative. 

Personal History: Was had usual diseases of 
childhood including diphtheria which was com- 
plicated by otitis media. General health excel- 
lent until one year ago. Menses not established. 

Present Illness: About thirteen months ago 
the child noticed a midline swelling in the lower 
abdomen, which very gradually increased in size. 
At irregular intervals after violent exercise the 
patient would have moderate pain in left lower 
abdomen, some vomiting and slight elevation of 
temperature. After two or three days’ rest in 
bed symptoms would disappear. Shortly before 
admission to hospital the attacks became more 
frequent and with more intense pain. About six 
days before entrance to the hospital, after some 
active exercise, the patient had her last attack, 
this being so severe she immediately went to bed. 
Symptoms this time did not disappear but in- 
creased in severity. Pain in this attack differed 
from other attacks by being on the right side in 
place of left side of abdomen, and of such sharp 
character that she was unable to sleep. There 
Was no vomiting as in the former attacks, but 
constipation was present,—in fact, a partial ob- 
struction. She lost her appetite and had some 
rise in temperature. The swelling increased in 
size. A local physician sent her immediately to 
hospital. 

Physical Examination: Showed a fairly well 
developed female child, of about 12 years of age, 
slightly underweight, weighing about 70 pounds. 
She had a worried, anxious expression, appar- 
ently in acute pain. Her temperature was 101, 
her pulse 124 and rather weak. A complete phys- 
ical examination was negative except for the 
abdomen which was markedly rigid, extremely 
sensitive and distended. A palpable mass the 
size of a large grapefruit was identified on the 
right side reaching from symphysis to umbilicus. 
Owing to extreme tenderness it was impossible 
to determine details as to fixation and fluctua- 
tion. White blood count, 12,000. Urine was 
negative except for r. b. c. Thirty minutes 
after admission patient was taken to operating 
room. Under anesthetic cystoscopic examination 
was made by Dr. Mclver to rule out the right 
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kidney. This examination was negative except 
Normal 


urine spurts were seen coming from each ureter. 


for some congestion of right ureter. 


With patient still under anesthetic a vaginal 
examination was made. The cervix was soft- 
ened. The uterus was normal in size but fixed 
posteriorly. A large mass was palpable on right 
side, which bimanual examination showed to be 
connected to pelvic organs. A diagnosis of 
torsion of pedicle of ovarian cyst was made and 
an immediate operation performed by Drs. Field, 
Melver and Mabry. On opening the abdomen 
iree fluid was noted and a non-adherent, twisted 
pedicle cyst the size of a large grapefruit was 
found, which was filled with about one pint of 
sero-sanguinous fluid. Its walls were thickened 
and congested. Some areas in cyst wall contained 
dermoid with characteristic materia! and hair 
in same. There were four twists in the pedicle. 
The mass was in the right side of the abdomen, 
although it originated in the left ovary. The cyst 
wall and left tube were acutely congested with 
heginning necrosis. The bladder wall was thick- 
cned, edematous and congested. The omentum 
which was adherent in bladder fossa was freed 
and tabs were removed. The uterus, right tube 
and ovary were normal. Both kidneys were in 
place and normal in size. Left salpingo-odphorec- 
tomy was performed. Convalescence was normal. 
November 2nd, two weeks after admission, 
patient was discharged. One week after leaving 
hospital patient had her first menstruation, 
which has been fairly regular ever since. l’resent 
weight is 104 pounds. 

Case 2.—Mrs. C. H. S., age 26, white, female, 
married. Was admitted to St. Vincent’s Hos- 
pital, July 14, 1922, with painful mass in lower 
abdomen. 

Family History: Essentially negative. 

Personal History: Has had usual diseases of 
childhood. General health excellent except for 
irregular menstruation and severe dysmenorrhea. 
No history of pelvic infection. Married 10 years, 
but has never been pregnant. 

Present Illness: Three days before admission, 
the patient developed a sudden, sharp, non-radi- 
ating pain in the right-lower abdomen. There 
was nausea which soon disappeared, but no 
vomiting. There was a slight elevation of tem- 
perature. On examination the family physician 
noted quite a tender mass in lower abdomen 
which gradually increased in size; also a thick 


vellow vaginal discharge. 
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Physical Examination: Showed a well-nour- 
ished adult female, lying in bed, legs flexed at 
knees, apparently in acute pain. Her temperature 
was 101, pulse 100, respiration 20. A complete 
physical examination was negative except for 
abdomen, which was rigid, sensitive and dis- 
tended, especially on the right side below the 
umbilicus. A palpable mass, occupying the lower 
abdomen, slightly to right of midline, which was 
very tender. On vaginal examination a thick, 
yellow discharge was noted ; the cervix was high 
but did not appear soft or fixed. The mass was ap- 
parently attached to the pelvic organs. Rectal 
examination confirmed vaginal. Urinalysis was 
negative. A provisional diagnosis of twisted 
pedicle ovarian tumor was made; pedunculated 
fibroid of uterus was mentioned as a possibility. 
Without further study an immediate operation 
was performed by Drs. Boyd and Melver, gas 
cther anesthesia (Dr. Day). On opening the 
abdomen a discolored mass three inches in diam- 
eter was found occupying the right iliae region 
which, when separated and delivered, proved 
to be a dermoid cyst of left ovary. There were 
three complete twists in its pedicle with strangu- 
ijation and beginning necrosis. The right fallo- 
pian tube was edematous and inflamed, the right 
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Erect posture. Note enlarged abdomen, 


Case No. 4. 
especially lower part. 
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ovary cystic and the appendix adherent. Left 
salpingo-o6phorectomy, and right salpingectomy 
were performed. The convalescence was un- 
eventful ; patient discharged from the hospital at 
the end of two weeks. 

Case 3.—Mrs. E. D., age 36, white female, 
married. Was admitted to Duval County Hos- 
pital, September 20, 1922, on account of painful 
mass in lower abdomen. Admission diagnosis : 
Appendicea! abscess. 

Family History: Essentially negative. 

Personal History: Has had usual diseases of 
childhood. Influenza in 1918. General health 
excellent. Menses established at age of 13, and 
were normal. Married at age of 22; has three 
children, all living and well, the oldest 13 years 
and the youngest 3 years. The first delivery 
was instrumental. No abortions. 

Present Illness: Ten days before admission 
the patient developed sudden, acute, colicky pains 
in the lower abdomen, which soon localized in 
left-lower quadrant. Having suffered like at- 
tacks before, the patient was not alarmed, but, 
as usual, took a simple purgative. The pain in- 
creased in severity and a physician was called. 
Three days later the pain shifted from the left 
to the right side and a mass about the size of a 
closed fist was then noted for the first time, in 
region of McBurney’s point. The pain con- 
tinued to increase in severity and the mass be- 
came exquisitely tender. History of nausea and 
vomiting was uncertain, but patient declared she 
had been “sick to her stomach,” and thinks she 
had fever. 

Physical Examination: Showed a fairly well- 
nourished and developed adult ‘emale, lying in bed 
with both thighs flexed at hips and legs flexed 








Case No. 4+. The contour of abdomen prior to anesthesia. 


at knees, facies that of pain. Her temperature 
99, pulse 86, respiration 22. Physical examina- 
tion was negative except for the abdomen, which 
was slightly distended, very rigid, and extremely 
sensitive in the right-lower quadrant. Here a 
tender, palpable mass, three inches in diameter 
was felt. On vaginal examination, the cervix was 
freely movable and did not appear soft. Uterus 
was displaced toward the left but was not fixed. 
The mass was apparently not attached to pelvic 
organs. The examination was unsatisfactory on 
account of rigidity. Urinalysis showed some 
granular casts. Wassermann was_ negative. 
Blood count: White, 12,800; polynuclears, 78 
per cent; hemaglobin, 75 per cent. Provisional 
diagnosis: Appendiceal abscess. 

Because of certain unusual features in the 
history of this case four different members of 
the surgical staff were called in consultation, the 
result being no change in diagnosis. The pa- 
tient was put up in Fowler's position with ice- 
bags over the mass in the abdomen and kept 
under observation. 

Operation: Drs. Schnauss and McIver. Anes- 
thesia: Gas-ether (Dr. Dav). September 26th, 
six days after admission. Because of the peculiar 
fixation that the mass exhibited when the patient 
was anesthetized, a mid-line incision below the 
umbilicus was made. A dark mass measuring 
four by two inches was found firmly fixed to the 
peritoneum, cecum, and coils of intestines. This 
was carefully separated and found to be a derm- 
oid cyst of the left ovary, the pedicle of which 
was twisted by four complete turns and strangu- 
lated. Left salpingo-odphorectomy, resection 
cyst right ovary and appendectomy were per- 
formed and the abdomen closed with a small 
cigarette drain. 

The tumor was dark, covered with inflamma- 
tory exudate, and measured four by two inches. 
On section a foul fluid escaped from a dermoid 
cyst; hair and bone were additional contents. 
Convalescence was without complication and the 
patient was discharged cured, October 11, 1922. 

Case 4.—R. G., age 30, colored, female, mar- 
ried. Was admitted to Duval County Hospital 
December 11, 1922, on account of painful swell- 
ing in right-lower abdomen. Diagnosis: Preg- 
nancy. 

Family History: Essentially negative. 

Personal History: Has had usual diseases of 
childhood. General health has been good. Menses 
established at age of 15 and were normal. She 
has missed the last three periods. ‘Married 











n 


1 


ww 


= Ve 





FIELD, McIVER, MANHOFF: TWISTED PEDICLE OVARIAN TUMOR WITH STRANGULATION 247 





Case No. 4+. The contour of abdomen under anesthesia. 
Note the retraction of upper abdomen, due to relaxation 
of recti muscles, and sharply defining tumor in lower 
abdomen. 


at age of 21. Had three children, two of whom 
are living. Two abortions, cause being unknown. 

Present Illness: While chopping wood, three 
days ago, the patient developed an acute pain 
in right-lower abdomen which was soon followed 
by the discovery of a mass in this region. Fever 
was present but there was no nausea or vomiting. 
Under the impression that she was pregnant, 
the patient went to bed, thinking the pain would 
subside. However, the symptoms grew worse, 
the pain became colicky in character, and the 
right-sided mass continued to enlarge. She called 
a physician who sent her into the hospital with 
the diagnosis of pregnancy. 

Physical Examination: Fairly nourished and 
developed young colored female. Temperature 
101, pulse 100 and regular, respiration 22. A de- 
tailed examination by system was negative ex- 
cept as regards the abdomen and pelvis. Ab- 
domen: Distended below umbilicus. Marked 
rigidity lower half of recti muscles, more espe- 
cially the right. There was a mass the size of an 
orange occupying the right-lower abdomen, 
which was tense, resistant, movable and exquis- 
itely tender. Pelvic: Cervix was hard and dis- 
placed to the left. Body of uterus not enlarged. 
A mass occupied the right pelvis and was appar- 
ently attached to the pelvic organs. Urinalysis 
showed leukocytes and epithelium. Blood: Was- 
sermann, negative to alcoholic and one plus to 
cholestrinized antigens. Hemiglobin, 80 per cent ; 
leukocytes, 11,500; differential polynuclears, 72 
per cent. Cystoscopy (Dr. McIver) and pyelo- 
graphy (Drs. Cunningham and Shaw). Study 
negative. The pyleogram shows a right kidney 


normal in size and position and not connected 
with the pelvic mass. 

Provisional Diagnosis: Twisted pedicle, right 
ovarian cyst. 

Operation: Drs. Mclver and Schnauss. Anes- 
thesia, gas-ether (Miss Fleming), December 6, 
1922. Right-lower rectus incision. A dark mass 
measuring four by three by two and one-half 
inches was found to the right of the umbilicus, 
adherent to the omentum, cecum, and coils of 
ileum. This proved to be a strangulated right 
ovarian cyst, the strangulations being due to 
one complete twist in its pedicle. Other pelvic 
organs normal. Appendix retrocecal. A right 
salpingo-oOrphorectomy was done. The tumor 
was a simple cyst of the ovary and contained 
blood and serum. The recovery was without 
incident and the case was discharged on the 18th 
day post-operative. 

CONCLUSIONS. 

1. Twisted pedicle ovarian cyst is a clinical 
entity met with more frequency than the litera- 
ture would indicate. 

2. The diagnosis is not difficult in the majori- 
ty of cases if the frequency of the condition is 
borne in mind, a careful history taken, and a 
systematic physical examination made. 

3. The condition is, in our experience, more 
frequent in adults than in children as the litera- 
ture would lead one to think. 

4. The operative results are excellent. 
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Case No. 4. Strangulated cyst delivered. Note twist 
in pedicle just above the abdominal retractor. 
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ROENTGENOGRAPHY OF THE ACCES- 
SORY SINUSES. 
G. Raap, M. D., 
Miami, Fla. 

It is our intention to include under this title, 
the relation between the oto-rhino-laryngologist, 
the clinician and the roentgenologist in the mat- 
ter of diagnosis of sinus conditions, and to point 
out as well the possibilities and limitations of the 
X-ray in this field. We can not expect to 
assume that roentgenological methods will be of 
strict uniformity, for in both technic and diag- 
nosis, discussion among X-ray menis still very ac- 
tive, and there is ampleroom for improvement and 
uniformity of thought in this field of endeavor. 
We shall discuss briefly a few points as to anato- 
my, technic and methods, interpretation, and our 
limitations in this field. We trust that the aid and 
suggestions of clinicians. will help us in produc- 
ing better results, and will thereby increase the 
value of roentgenography to the nose and throat 
specialist not only, but also to the clinician who 
realizes that in the sinuses lie a potential focus of 
infection which plays a considerable role in many 
cases of respiratory tract and systemic infection 
and disease. 

It is a self-evident fact, even to one who is not 
intimately acquainted with roentgenographic 
procedure, that when we attempt to delineate 
the accessory sinuses on an X-ray film, not to 
mention the visualization of pathology which 
often approaches the microscopic in character, 
we are dealing with a field of endeavor which in 
many cases has done more to shake the faith 
of the surgeon in the roentgenologist than to 
cause him to realize the assistance which may be 
obtained from properly made and interpreted 
X-ray films. As a result the average sur- 
geon pays scant attention to the X-ray findings. 
This paper was undertaken in the hope of alter- 
ing this impression, particularly in local circles. 

Anatomically, we are dealing with spaces 
among numerous structures which cannot be 
radiographed except through bony structures of 
varying thickness and density, and are therefore 
compelled to make our deductions from relative 
densities to even a greater degree than in many 
other portions of the body. In developing a 
technique which will prevent unnecessary super- 
impositions of shadows, we are faced by the fact 
that no two skulls are exactly alike, and as a re- 
sult there can be no technique which mechan- 
ically will apply to all skulls, and in all cases give 
us anatomically identical films. A good technic- 
ian with a working knowledge of anatomy is of 


more value than all the mechanical devices in an 
X-ray laboratory. In avoiding superimposition of 
shadows the chief offenders are the petrous por- 
tions of the temporals, the atlas, axis and cervical 
spines, the floor of the anterior fossa, the wings 
of the sphenoid, the tegmen of the petrosal, and 
the condyles of the occiput. It has been our ob- 
servation that when we attempt to place the 
patient’s head in such a position as to avoid 
superimposing any one of these structures, we 
invariably find that another has taken its place. 

Our greatest aid in differentiation of shadows 
is the stereoscope with its resultant visualization 
of relative depth, and we are at present attempt- 
ing to add to our aids the Bucky diaphragm for 
still clearer delineation. After all, good diag- 
noses were made when the roentgenologists arm- 
amentarium was very limited, and a carpenter's 
ability lies as much in the personal equation as 
it does in his tools. 

The literature is rife with techniques for radio- 
graphing the accessory sinuses, and some of the 
methods suggested even approach the freakish. 
We consider the following factors necessary, 
and they allow of considerable play in the hands 
of those who are thoroughly acquainted with the 
anatomy of the skull: 

1. It would be ideal to demonstrate all the 
structures of the nose and sinuses on one pair of 
films. 

2. Absolute restraint against motion of the 
skull is essential to proper technique. 

3. The comfort of the patient is an essential 
to good films. 

4. No two skulls have exactly the same perme- 
ability to the ray and it is as easy to overexpose 
as to underexpose, thereby losing the finer 
changes which are often of more value than 
the gross changes. 

For some time we have realized that there was 
opportunity for improvement in the technique, 
and during this time have tried all the methods 
described in the literature, only to fall back on 
the methods of the pioneer in the field or roetgen- 
ology, Van Zwaluwenberg, and with a modi- 
fication or two in his methods, we feel that the 
technique we are now using constitutes as com- 
prehensive a routine technique as is necessary. 
As we are becoming more adept in its use, we 
are adding slight modifications, but fundamental- 
ly the whole secret lies in stereoscopic films made 
on a Bucky diaphragm, with a fine focus tube’, 
and apparatus assuring absolute comfort for the 
patient, and at the same time immobilization of 
the part to be rayed. 
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AntrRA.—We have found the bakelite sheet 
used by Granger? for sphenoid work an invalu- 
able aid. When placed in the trough of the Bucky 
diaphragm, it allows the patient to so place his 
head that the mentho-glabellar line is practically 
horizontal, and when the cloth strap of the Bucky 
is fastened over the patient’s occiput, the head 
is held in sufficient restraint, and the patient is 
able to breathe, except while the film is being ex- 
posed. At a distance of twenty-eight enches, the 
central position of the tube is determined by a 
line which will throw the petrous portion of the 
temporal just above the lower border of the orbit. 
The central ray is directed toward the tip of the 
nose. The angle of the tube varies according 
to the individual skull, and may be designated as 
between thirteen and eighteen degrees. With 
surprising regularity the films are now being 
made in this laboratory so that in one film the 
temporal bone lies well up in the orbit, and in 
the second film it does not encroach on the antral 
shadow by more than one-fourth to one-half 
inch. 

Frontats.—The frontal shadows are well 
seen on the antral films and although they are 
slightly decreased in size due to angulation of 
the tube, this does not interfere with the interpre- 
tation of pathology present. 

SrHeNOW AND Fru Mor Ce_is.—In a manner 
quite similar to that employed by Granger, and 
with the head resting on the bakelite sheet, on 
“evebrows and upper teeth,” the tube is tilted 
through about twenty-three degrees. Although 
Granger uses an angle of 107 degrees, and our 
method gives us an angle of about 113 degrees, 
the G-line which he describes often lies at a 
slightly lower level than he shows by his films. 
The ethmoids are more clearly seen. 

ExposurE.—Ilive-inch spark gap between 
points, 20 ma. seven seconds exposure. When 
using the Bucky diaphragm, it is easier to tend 
toward films of beautiful bone detail, at the ex- 
pense of showing softer tissues. 

To these two pairs of stereo films we add a 
lateral, in order to rule out absent frontals, very 
large sphenoids, etc. 

As toa brief description of the pathology with 
which we are dealing’: 

A normal sinus does not readily become in- 
fected. If by chance an acute infection sets in 
from teeth or nose, healing is rapid unless by 
virtue of the presence of structural changes in 
the nose such as a deviated septum, consequent 
atrophy or hypertrophy of the turbinates, con- 


tact, spurs, swelling of the nasal mucosa, occlu- 
sion of the ostra of the sinuses. Due to any of 
these changes, with interference of normal zera- 
tion and drainage of the sinuses, and constant 
accretion of new infective material, the sinuses 
soon reach a stage when they fail to withstand in- 
fections. And in many cases, the roentgenologist 
who knows patholoyy and etiologic factors is able 
to state these from his X-ray films without clinic- 
al examination. This, of course, constitutes some- 
what of a “grand-stand play,” and it is only by a 
hearty spirit of co-operation between men that 
the roentgenologist is enabled to check his find- 
ings and impressions. 

The clinical history usually points out the 
acute infection, with its hyperemia, cedema, cel- 
lular exudates and possible purulent exudate 
over the mucous membrane. This type does not 
frequently come to X-ray and it is the chronic 
case which taxes the acumen of both X-ray and 
transillumination and the rest of the clinician’s 
armamentarium. 

Van Zwaluwenberg has described this pathol- 
ogy thus’: “With a greater duration of the pro- 
cess, rather divergent processes appear depend- 
ing on factors with which we are not entirely 
familiar. On the one hand, the process may be- 
come frankly purulent, the mucous membrane 
become atrophic, the submucous layers become 
sclerotic, and through the irritation of the perios- 
teal layers of the submucosa, extensive sclerosis 
and osteoplastic changes result in the bony septa 
and walls of the sinuses. These processes are 
extended by continuity along the bony structures 
of the lateral walls of the nose to the origins of 
the turbinates, causing hypertrophies and in- 
creased densities. These in turn encroach upon 
the air spaces of the nose, and by their deformi- 
ties and the attendant hypertrophies of their 
mucous membranes interfere with the drain- 
age of the sinuses and establish a vicious circle. 
The formation of polyps at the points of greatest 
irritation by the escaping exudates further com- 
plicates the situation and tends to maintain the 
inflammation in the sinuses. 

On the other hand, the changes in the mucous 
lining of the sinuses may take the form of an 
extensive edema, with a hypertrophy of the 
lymphoid elements and the mucous cells of the 
membrane leading to the so-called polypoid de- 
generation. The effect upon the underlying bony 
tissue is not that of an osteoplastic but an esteo- 
the septa lose 





clastic and osteoporotic change 
their lime salts and appear to shrink. These 
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changes also are transmitted to the adjacent 
nasal structures with a corresponding reduction 
in the density and size of the turbinates. In the 
cases of the upper and middle turbinates the mu- 
cosa is usually reduced in thickness and in den- 
sity. The effect on the X-ray plate is therefore 
the entire occlusion of the upper nasal passages 
with an abnormally free space below the level 
of the lower margin of the middle turbinates. 

The differences in the histological pictures 
within the sinuses are well summarized by 
Skillernt on the following counts: 

1, The purulent type shows a general mata- 
plasia of the ciliated epithelium where it comes in 
contact with the secretions; the hypertrophic 
type shows such changes only at points of pres- 
sure or contact. 

2. The purulent type shows a sclerosis of the 
submucous connective tissues; the hypertrophic 
shows a dilation of its meshes and lymph spaces. 

3. The purulent type shows extensive round 
cell infiltration ; the hypertrophic does not. 

4. The purulent type produces a_ primary 
atrophy of the glands; the hypertrophic type 
produces a hypertrophy of these structures. 

5. The purulent type leads to deposition of 
Lony tissues in the subperiosteal layer; the hy- 
pertrophic leads to osteoporosis. 

This last item is of supreme interest to the 
roentgenologist. 

While polyps occur in both types of disease, 
they arelargely confined to the intranasal struc- 
tures in the purulent type of the disease, while 
the entire ethmoid labyrinth and the maxillary 
sinuses are usually filled with large masses of these 
structures in the hypertrophic type. For this rea- 
son it is usual to speak of the latter as “polypoid 
disease.” We greatly prefer this designation 
because of the contradiction between the pre- 
dominant X-ray findings and the descriptive 
content of the adjective “hypertrophic.” 

On clinical grounds, the nasal surgeon also 
recognizes these two types of chronic infection 
of the accessory sinuses. This classification is 
apparently made principally on the changes in 
the mucosa and the nature of the exudate found 
in the cavities of the sinuses. 

The purulent type is distinguished clinically 
by a distribution limited to one or a few related 
cavities, by deformities of the septum and hyper- 
trophies of the turbinates, the occurrence of a 
few polyps about the ostia of the sinuses, and the 
escape of free pus from their interior. The latter 
feature is the principal evidence on which the 


surgeon bases his diagnosis. 


The hypertrophic or polypoid type has a more 
widespread distribution ; it is less commonly as- 
sociated with deformities of the septum, shows 
atrophy instead of hypertrophy of the lower 
turbinates, involving the bony as well as the soft 
tissue elements of these structures; but the out- 
standing feature of many cases is the extensive 
degeneration of the mucosa of the upper nasal 
passages and of the accessory sinuses. The pic- 
ture within the nose is often that of an “atrophic 
rhinitis.” 

The above statement that polypoid disease is 
usually widely distributed is at variance with 
the usual texts. For instance, the best text at 
hand makes the following statement: 

“While pansinusitis of one side is uncommonly 
met with, that where all the sinuses are simultan- 
eously involved belongs to the greatest rarity.” 

Unilateral sinusitis of the antrum is rare, sev- 
eral sinuses usually being involved. \When uni- 
lateral, it frequently involves all the sinuses of 
the affected side. Lilateral sinusitis may affect 
any two or more of the sinuses. Lesions may be 
localized in the sphenoids and ethmoids, or both, 
bilaterally or singly. 

From observation of a large number of cases. 
it was his observation that these two processes 
were essentially distinct from the beginning and 
represent a different response to similar stimuli 
or different response to different stimuli. 

You, too, no doubt, have observed that dental 
abscess, septal deformity, intranasal pathology 
appear to lead to the purulent type of disease, 
and that acute injections are followed by puru- 
lent processes, while focal infections leading to 
arthritis, iritis, retrobulbar optic neuritis less 
frequently than the above, but usually lead to the 
purulent type. Asthma more frequently follows 
the polypoid type of disease. Other respiratory 
infections bear a close relation to sinus infections. 
Of these, descriptions are new, and it is impos- 
sible to state which type is most frequently as- 
sociated with them. Dunham and Skavlem?® 
found that out of 389 patients referred by able 
clinicians as tuberculosis, 28 per cent were found 
to be suffering from other foci of infection. In 
the vast majority of cases, the primary focus was 
found in the sinuses. 

The sinuses in the order in which shadows are 
most easily distinguished are probably maxillary, 
frontal, sphenoid, ethmoid and percentages of 
efficiency have been arbitrarily placed as fol- 
lows: maxillary 85 per cent, frontal 75 per cent, 
sphenoid 40 per cent, ethmoid 25 per cent. We 
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feel that the latter percentages can be raised 
somewhat by newer methods. 

Errors may in many cases be attributed to the 
following factors: A surgical examination is 
made and cocain and adrenalin administered. 
The patient is then sent to the X-ray, and be- 
tween examinations the patient blows his nose, 
draining the sinuses. The X-ray returns a nega- 
tive diagnosis. Later, when pus has accumulated, 
the surgeon wonders why the X-ray shows no 
abnormal shadow. Such cases prove the ab- 
sence of granulations at any rate. On the other 
hand, when the roentgenologist finds a positive 
antrum, and the surgeon obtains no pus on punc- 
ture, the indications favor granulations or polyp. 
Or a positively reported antrum may reveal ab- 
sence of the antrum, less commonly there may 
be a double antrum. Then the report of a positive 
opaque antrum may be confusing because the 
surgeon opened the anterior clear half and left 
the posterior purulent half.* 

In acute purulent sinusitis, the only changes 
definitely made out are gross opacities over the 
sinus areas. The surgeons can do this readily 
enough by transillumination and clinical history. 
Very frequently, however, fluids of the density 
characteristic of acute infection fail to cast a 
shadow. Or in a case of bilateral involvement, 
it may be difficult to find a standard by which 
to compare a suspicious density. In 75 per cent 
of cases, however, the exudate of an acute in- 
fection is unmistakable and by films made before 
and after drainage of a maxillary empyema, 
distinct differences of density are noted. When 


the roentgenologist can see early chronic changes,.. 


or call added attention to deviated septa, hy- 
pertrophied superior turbinates and other fac- 
tors favoring chronicity, he is proving an in- 
valuable aid to the surgeon. 

Acute polypoid disease is rare, and a diagnosis 
may be made in rare cases by fine differentiations 
of densities, but as a rule, the diagnosis is not 
made by X-ray. 

Chronic sinusitis requires real diagnosis. A 
patient is referred to you with a complaint of 
post-nasal discharge, periodic headaches coming 
on at certain times of day, vague eye troubles, 
occasionally symptoms of a respiratory tract in- 
fection simulating incipient tuberculosis, asth- 
matic attacks evidently due to infection. You 
place your films before a viewing box, and all 
the sinuses appear clear. Possibly another case 
in which your reading will have to be a negative 
one, and you realize that as to sinuses a negative 
reading is always hazardous. But if you study 


these films stereoscopically, you will realize that 
your diagnosis ends, not upon gross findings, but 
the rather indirect evidence. 

In chronic purulent sinusitis, the findings are 
usually unilateral, with involvement of the 
ethmoids and sphenoids as well. Osteoplastic 
changes are seen in the sinuses and contiguous 
portions of the nose; the roots of the turbinates, 
particularly the middle turbinate, are thickened 
and hazy. The antrum usually shows thickening 
along the floor and on the nasal side and the floor 
level may be considerably higher than its mate. 
There is a diffuse opacity due to thickened an- 
terior and posterior walls. 

These slight changes are occasionally more 
definitely brought out if the ethmoids and sphe- 
noids are first studied, thereby training the eye 
to the finer changes seen in the other fields. 

The frontal sinus, by virtue of its flatness, and 
the fact that its anterior and posterior walls are 
combinations of the cranial diploé may be con- 
fusing if one attempts to see thickening of the 
sinus walls. The infundibulum, however, usual- 
ly shows distinct changes, and here, too, the 
X-rays strike the walls tangentially, thereby in- 
creasing one’s ability to see fine changes. This 
can be seen beside the lateral walls of the upper 
nasal fossa, except when they are absolutely 
normal, and since change visualize this area, 
they constitute a valuable diagnostic sign. Lat- 
eral films are necessary to guard against an ab- 
sent frontal sinus, which appears to be an opaque 
frontal. If for no other reason than its ability 
to depict the anatomical structure, size, and 
anomalies, the X-ray proves its value to the 
surgeon in cases of frontal sinusitis. 

Granger’s method is of assistance in demon- 
strating the ethmoid cells, but after all, stereo- 
scopy plays a more important part. On account 
of their small capacity and their position, their 
ready involvement by any infection present in 
frontal sphenoid or maxillary sinus; and the 
changes which can be made out in their bony 
trabeculze they form interesting material for 
study. A maxillary sinusitis without involvement 
of the posterior ethmoids is most frequently due 
to dental pathology. Solitary infection of the 
ethmoids is rare. Anterior ethmoiditis is less 
common than posterior involvement, and when 
it does occur is usually due to a frontal sinusitis. 
In chronic changes the fuzziness and haziness 
of the bony trabaculz with slight opacity when 
compared to a clear opposite ethmoid forms the 
basis for diagnosis. Changes in the turbinates 
are not definite in these cases and such hyper- 
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ave 


trophies as are seen appear most often compen- 
satory for septal deviations. 

In radiographing the sphenoid, we have made 
use of Granger's contrivance and find that we are 
enabled to show the shadow of his G-line, and the 
shadow of the sphenoid region lying below it, to 
make diagnosis of acute sphenoiditis, polypoid 
sphenoiditis and chronic suppurative sphenoiditis 
with bone changes. In acute and polypoid sphen- 
oditis the line which represents the superior 
border of the sphenoid sinus is absent on the 
side affected, and the sphenoid shadow is some- 
what increased in density. In the hyperplastic 
variety the bony table appears thicker on the 
affected side, but less sharply defined than in 
normal sphenoids or chronic sphenoiditis with 
bone changes, while in chronic sphenoiditis, the 
line is thicker, more distinct, and the subjacent 
region denser than normal. Normally, its walls 
are very thin, it presents a very clear area, and 
when opaque, the density is striking indeed, and 
can easily be made out by Granger's technique. 
A lateral film here, too, is of more value anatomi- 
cally than in diagnosis, since the sphenoid varies 
much in size and frequently extends well under 
the sella turcica. We have seen one case in which 
the posterior part of the sphenoid was opaque 
while the anterior portion was relatively clear. 
This might not have been seen except on a lateral 
film. 

Polypoid sinusitis shows an osteoporosis of the 
bony walls and a semi-transparency due to thick- 
ened mucous membrane. When generalized, the 
inferior turbinates stand out clearly, and appear 
atrophied, while the remainder of the nasal 
cavity and sinuses present a washed-out appear- 
ance, and one is inclined to blame the technician 
for unsatisfactory films. The major process usu- 
ally is found in the ethmoid cells. Although 
probably due to chronic purulent infection, and 
of the nature of scars or protective factors in the 
development, they closely resemble the fibromata 
and myxofibromata occasionally seen. To what 
extent these are due to purulent infection per se 
or to irritation of some sort is undecided. 

In these cases, the following case report is an 
example of the confusion which may arise from 
the very nature of such an infection. An intern 
in a tuberculosis hospital, at which monthly 
physical examinations of the chest, X-ray and 
sputum examination, were done as a routine 
measure on the members of the medical staff, 
developed a few suspicious rales in the posterior 
second interspace, and a suspicious shadow on 


the X-ray film at the same location, and also 
symptoms of a mild chronic infection, with oc- 
casional headaches and vague arthritic syimp- 
toms. His sinuses were X-rayed, and a definite 
clouding was seen over the left antrum. A 
diagnostic washing of the antra was done, and 
the washings came away clear on the left side, 
but that of the right side showed mucous and 
shreds. No therapeutic measures were given, but 
the patient began to gain weight, seven pounds 
in three weeks, and after a month, X-ray showed 
that the shadow previously seen in the chest had 
practically disappeared. A month later, he con- 
tracted another cold, and this same process re- 
peated itself, almost identical in all respects, 
even to the subsequent gain in weight. With 
the exception of a positive sputum, he had all 
the symptoms of a very early tuberculosis lesion. 
This only goes to show the similitude of such a 
chronic infection to an incipient tuberculosis. 

Changes in the bones of the skull such as occur 
in the chronic purulent and polypoid disease are 
structural in type, and at intervals these cases 
are probably entirely free from clinically demon- 
strable infection in the nose and sinuses. ‘The 
changes represent the result of repeated exacer- 
bations of the latent infection and such cases 
warrant the same therapeutic and surgical meas- 
ures as frankly purulent processes. An article by 

Shea’, in which he discusses embryology and 
anatomical changes in ethmo-sphenoidal sinusitis, 
a most interesting essay, should be read, and as 
well the discussion of this article. 

The roentgenologist is sometimes at a disad- 
vantage because the process has gone beyond 
the stage of acute infection, and has not yet 
reached the degree of chronicity which allows 
of osteoplastic changes, even though the surgeon 
may declare the process an obvious one. 

It is gratifying to find the X-ray and_ the 
clinician producing distinct but identical diag- 
noses. When observations differ, a field for 
study opens, and when opinions differ, the ob- 
servations of both men must be respected and 
adjustments made for the benefit of the patient, 
and in an attempt to arrive at the truth. 
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PLASTER-CAST TREATMENT IN GON- 
ORRHEAL ARTHRITIS.* 
R. W. Brackmar, M. D., 
Jacksonville, Fla. 

Of all the systemic manifestations of gon- 
orrheal infections, gonorrheal arthritis is prob- 
ably the most frequent and most important. 

The earliest cases on record are five, reported 
by Sir Benjamin Brodie! in 1818, which we 
recognize now to have been undoubtedly gon- 
orrheal arthritis. 

It has been my privilege to have observed a 
large number of gonorrheal arthritis cases while 
on the urological service at Lellevue Hospital 
and my remarks on Plaster Cast Treatment are 
based mainly on the unusually rapid cures and 
good results obtained in this institution with this 
treatment. The cases that I have seen in practice 
have successfully borne out the efficacy of this 
method in handling this disease. 

PATHOLOGY 

This condition is caused by the lodgement of 
gonococci in the articular and _ peri-articular 
structures, which pass through the blood stream, 
from the primary site of infection. 

There is a marked variation in the severity of 
cases, ranging from the mildest type with slight 
edema of the peri-articular tissues, to more severe 
types characterized by pus, ulceration of the 
cartilages, and even erosion of the bony struc- 
tures. 

As the inflammation subsides there is left a 
thickening of the capsule and peri-articular tis- 
sues and rarely, in severest cases, a true bony 
ankylosis occurs. 

The general conception of gonorrheal ar- 
thritis is that it is a mono-articular involvement. 
My experience is that it is usually an involvement 
of several joints. A great deal depends upon the 
Stage of the disease in which the case is seen. 
In the early stage of the infection multiple joints 
are involved. Later in the disease as the symp- 
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toms progress, there is a tendency for the ma- 
jority of the joints to clear up, leaving one or 
more in a chronically inflamed condition. At 
this time it is more or less of a mono-articular in- 
volvement. 

The relative frequency of joints involved are: 
the knee, ankle, hip, wrist, foot, elbow, and the 
other joints occasionally, including the lumbar 
spine. The knee and ankle are by far the most 
frequently affected. 

DIAGNOSIS 

Differential diagnosis of gonorrheal arthritis 
is sometimes rather difficult, especially in the 
later stages, but unfortunately the joint involve- 
ment usually occurs within two weeks of the on- 
set of the gonorrhea. 

In reviewing the past history of many of these 
cases, it is especially noted that no relapse oc- 
cured, unless there was a new urethral infection, 
and where a subsequent unrethral infection did 
occur it was always accompanied by gonorrheal 
arthritis and the main joints affected in the 
previous attacks were again involved. 

Another very interesting fact I have noticed is 
many of these patients give a history of previous 
arthritis or an injury to the main joints involved, 
so that trauma of a joint seems to play a very 
important role in gonorrheal arthritis. This 
coincides with the relative frequency of joints 
affected, in so far as the extremities are more 
prone to injury. 

Collings? reports that about 24 per cent of his 
cases gave a history of previous rheumatic fever 
or trauma of the joints. 

A few of the histories of trauma that I have 
obtained are as follows: 

1. Colle’s fracture, 14 years previous. 

2. Knee twisted from explosion of shell, in 
hospital three weeks. 

3. Ankle injured by shrapnel, in hospital 6 
weeks. 

4, Crushing injury of knee 4 years previously, 
in bed three weeks. 

Routine examination is essential and should 
consist of examination of the urethral discharge 
if present, or of the prostatic secretion, with the 
finding of intra and extra-cellular diplococci ; 
blood Wassermann, and gonorrheal complement 
fixation test. Examination by a dentist and 
laryngologist to eliminate all extra-genital foci 
of infection. If diseased, the tonsils and teeth 
are given adequate attention, and if necessary 
removed. Roentgenographic examination of the 
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inflamed joints (which most frequently shows 
synovitis). 

The leucocyte count is usually within normal 
limits, ranging from 6,500 to 10,000, poly- 
morphonuclear leucocytes averaging 60 to 70 
per cent. 

PROGNOSIS. 

Prognosis depends greatly upon the prompt- 
ness of which treatment is instituted and cures 
can be safely expected from 4 to 8 weeks of 
treatment in most cases. I have not observed 
any relapses or ankylosis with the plaster of 
paris cast treatment. 

TREATMENT 

As the majority of these patients suffer severe- 
ly, relief of pain is the most important measure, 
which is best accomplished by complete immobi- 
lization of the inflamed joints by heavy plaster- 
of-paris casts, which serves a double purpose, in 
(1) that the joint is placed at complete rest, and 
(2) the patient is anchored to his bed. The cast 
should be applied, observing recognized ortho- 
pedic principles. 

Local treatment of the prostate and seminal 
vesicles is instituted during the cast treatment, 
to eliminate the focus of infection. This materi- 
ally shortens the duration of the disease. 

Numerous gonorrheal vaccines and serums, 
typhoid vaccine, sterile milk, and sodium iodide 
have been used with varying results, but I have 
rarely seen permanent benefit derived from them. 
With the foreign protein injections there may 
be seen a temporary relief of pain, in proportion 
to the reaction, but usually the pain recurs in a 
few hours. However, occasionally, beneficial re- 
sults are obtained from gonococcal vaccines and 
serums. 

Weekly gonorrheal complement fixation tests 
of the blood is valuable during the course of 
treatment, as the positive reaction is lessened as 
the case progresses towards a cure. 

METHOD OF APPLYING CAST 

The “Hawley” table is very useful in applying 
casts to the lower extremities as the point above 
and below the inflamed part must be immobil- 
ized and frequently the lumbar spine and hip 
joints must be included. 

As the knee is the most frequent site, the cast 
should immobilize the whole extremity, extend- 
ing from above the hip to the toes. Using the leg 
as an example, the cast should be applied as 
follows: 

1. Measurements are taken of the inflamed 
parts, as well as the diameter of the thigh and 


calf, so as to observe reduction in the size of the 
swollen joints and atrophy of the leg muscles, 
upon each removal of the cast. 

2. A cotton stockingette is applied over the 
entire leg that is to be immobilized, and over 
this is wound cotton batting. Care must be 
taken that all bony prominences and the painful 
joint are well protected with padding. The heel 
and popliteal space should receive several thick- 
nesses of cotton. 

3. A posterior splint of several thicknesses of 
plaster bandage is applied to the dorsal surface 
of the leg and foot, from the upper third of the 
thigh to two inches beyond the toes. This ex- 
tension of the splint above the toes, when hard- 
ened, relieves the pressure of the bed clothes 
and is very important for the patient’s comfort. 

4. With the leg extended and partially flexed 
at the knee, and the foot held at right angles to 
the long axis, circular plaster-of-paris bandages 
are applied until sufficient strength is attained, 
reinforcing the knee and ankle. The toes are left 
exposed to note any impairment of circulation. 

5. To hold the leg in this position a pillow can 
be folded and placed beneath the knee and the 
cast is left exposed to the air for twenty-four to 
thirty-six hours until it is thoroughly hardened. 

6. The cast is removed in from ten days to 
two weeks, measurements again taken, the joint 
is carefully flexed a few times and if the pain 
and tenderness still remains the cast is reapplied 
as before. 

7. The number of casts applied depends on 
the relief of symptoms of the affected parts, one 
to three casts usually suffice. 

8. After final removal of the cast with the en- 
tire disappearance of acute pain and swelling of 
the joint, the leg is given a heat bake daily, to- 
gether with gentle massage. Direct sunlight is an 
excellent bake. 

If the cast is applied carefully observing ortho- 
pedic principles, the relief of pain immediately 
follows fixation. Even those cases where anes- 
thesia is necessary to apply the cast, are perfectly 
comfortable with cast immobilization. 

CONCLUSIONS 

1. Previous trauma of joints predispose those 
joints to gonococcal arthritis. 

2. Once gonorrheal arthritis, always gonor- 
rheal arthritis with each subsequent gonorrheal 
urethritis. 

3. That the plaster cast, if properly applied, 
will relieve pain in the joint, prevent ankylosis, 
and materially shorten the period of cure. 
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SHALL THE PLEA FOR THE INSANE 
REMAIN UNANSWERED? 

The editorial staff of the JourNAL is particu- 
larly hopeful that every physician receiving this 
publication will carefully read the article by Dr. 
T. A. Neal entitled, “A Plea For Saner Methods 
Of Examining Suspects For Insanity.” 

Primarily, the act of depriving one of personal 
liberty is a serious proceeding. Individuals have 
been known to spend countless thousands to 
avoid incarceration for a single hour. Nations 
have engaged in fierce combat over problems of 
liumanity relating to the issue of liberty. 

To deprive one of liberty and place him in an 
environment wherein, because of mental cloud- 
ing, he cannot raise a voice in protest or a hand 
in defense and there, by virtue of a defective 
system, subject him to neglect, accidental, inci- 
dental, intentional or otherwise, is inexcusable 
beyond expression. 

The occurrence of mental clouding does not 
justify society in the figuratively existing prac- 
tice of heaping embers of indignity upon a head 
which conceals an abberant mentality. 

Reliable psychiatric experiences seem to in- 
dicate prompt social recoveries in sixty per cent 
of all insane, if the cases are seen sufficiently 
early and properly treated. 

Criminal proceedings, aimed towards punish- 
ment of violators of laws by deprivations of 
personal liberty of the guilty, basically provide, 
under the almost sacred constitutional rights of 
our American citizenry, that during the prose- 
cutory proceedings, the person on trial, with his 
liberty in jeopardy, shall receive the benefits of 
the protecting arm of the law. 

The insane are unintentional offenders against 
the law. 

The insane seem to lack protecting influences. 

Mental illness does not usually justify the 
therapeutic application of jingling keys, bolts nor 
bars. 

The peaceful atmosphere of a quiet and se- 
cluded hospital would seem more in keeping with 
the ideals of our advanced American civilization, 
relative to treating the sick. 

The early curability of psychoses depends upon 
the correction of correctable defects, be they 
syphilis, tuberculosis, alcoholism, auto-intoxica- 
tion or other causitive factors. 

The hasty transfer of a mental patient to a 
crowded insane asylum rather than to the psy- 
chiatric ward of a general hospital wherein the 
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patient could be made the subject of critical study 
by a group of specialists, is open to serious con- 
sideration. 

Certainly no person can doubt the wisdom of 
having a deliberate, thoughtful, painstaking 
study, by a competent, qualified, compensated 
lunacy commission, before any recommendation 
for disposition is made. This study should con- 
template the existence of mental disease, pri- 
marily. If mental disease is found to exist, the 
cause of insanity is as important for determina- 
tion, as is the demonstration of a motive for a 
crime. 

With cause determined by medical, surgical 
and laboratory study, treatment either in a well- 
regulated hospital, under conditions offering en- 
couragement for prompt recovery or in a State 
hospital, if chronicity is probable, seems to be a 
rational procedure to advocate. 

In mental illness, where early cures may be 
accomplished in a special department of a gen- 
eral hospital, the odium of having been declared 
insane, may, as Dr. Neal has suggested, be 
avoided. 

Mental cases, with social recoveries, but show- 
ing frequent, short recrudescenses, could be more 
economically treated, locally, than by transfer to 
a State hospital, distantly placed. 

The criminally insane should be permanently 
i:stitutionalized. 

The insane criminal should be looked upon 
with an attitude of grave consideration as to the 
wisdom of permanent custodial care. 

The remarkable recovery rate, among both 
classes, when free from the toils of the law, is 
probably without parallel elsewhere in medicine. 

A state lunacy commission, composed of com- 
petent alienists, as a group, to offer unbiased 
opinion in criminal proceedings wherein insanity 
is an issue, is a much-needed institution. 

May Dr. Neal's plea find echo in the minds 
and hearts of all physicians. 

May the message find voice as he would de- 
sire. 

May the sounds of the voice touch the most 
resonant tones of the heart-strings of human 
sympathy among our people. 

May Florida, through its medical fraternity, 
its people and its Legislature announce to hu- 
manity at large: “We recognize that the insane 
person is ill, he is not a criminal, he needs not 
association with criminals in a felon’s cell; he 
shall receive at our hands all necessary aid from 
medical science and such assistance that an en- 


lightened, sympathetic and charitably disposed 
public can bestow.” 





AN OBLIGATION. 

The growth and development of every State 
Medical Association is largely dependent upon 
the activities of its Councilors. When a Coun- 
cilor accepts his appointment he assumes the re- 
sponsibilities which go with the office. 

It is to be hoped that every Councilor this 
year has visited every county society in his dis- 
trict and in this way has furthered the develop- 
ment of organized, progressive and ethical medi- 
cine in our State. It is only a few weeks before 
our annual meeting convenes and this should be 
a stimulus to every councilor to take up in ear- 
nest all of his duties which he obligated himself 
to do when accepting his appointment at the 
hands of the House of Delegates. 

In recent vears all of the Councilors have not 
rendered an annual report before the House of 
Delegates of their activities during their terms 
of office. The JourRNAL anticipates publishing 
the report of every Councilor for the year 1923- 
1924 in its June issue. 

Hereto is attached Section 2 of Chapter 7 of 
the By-laws of the Florida State Medical Asso- 
ciation : 

Section 2—Each Councilor shall be organizer, 
peacemaker and censor for his district. He shall 
visit each county in his district at least once a 
year for the purpose of organizing component 
societies where none exist, for inquiring into the 
condition of the profession, and for improving 
and increasing the zeal of the county societies 
and their members. He shall make an annual 
report of his doings, and of the condition of the 
profession of each county in his district to each 
annual session of the House of Delegates. The 
necessary traveling expenses incurred by such 
Councilor in the line of the duties herein im- 
posed may be allowed by the House of Delegates 
upon a proper itemized statement, but this shall 
not be construed to include his expense in at- 
tending the annual meeting of the Association. 





THE WRITING OF MEDICAL PAPERS. 

The writing of medical papers is viewed by 
many practitioners with indifference. Feeling 
that they are called upon to occasionally appear 
in print, they set about the task with the idea of 
penning an essay that will not be open to much 
criticism, and at the same time will entail a mini- 
mum amount of effort. The end result is in most 
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instances obviously disappointing to the reader. 
Quite apropos is the following paragraph : 

“It might be supposed that anyone who 
wished to write would know what he wished 
to write about. But many merely wish to 
write. To recommend that such a person 
choose a subject which he knows well, is not 
so superfluous as it seems. What is well 
known seems commonplace, and only the 
unfamiliar allures. But obviously the unfa- 
miliar must be left to someone to whom it is 
familiar. 

The very process of limiting the subject 
to managable size will inevitably result in 
suggesting something to say about it. The 
ideas suggested may arise very disconnect- 
edly and in very crude form. The first thing 
to make sure of is that you catch and fix 
them all.” 

Several treatises on the writing of medical 
papers have been published ; one of the most val- 
uable is “The Writing of Medical Papers” by 
Maud HH. Mellish, of the Mayo Clinic. This smail 
volume is practical from beginning to end, and 
points out many errors commonly made. The 
preparation of the bibliography and references 
is gone into very carefully and a table of standard 
abbreviations for medical journals is appended. 
The .\merican Medical Association also pub- 
lishes a style book that is quite valuable. It is 
well for anyone writing on medical subjects to 
procure one or more of these treatises and en- 
deavor to follow some definite plan. 

Most of us are prone to lose sight of the wealth 
of knowledge that accrues from a careful review 
of literature pertaining to any one subject. If 
every writer carefully analyzes all available lit- 
erature relating to his subject, he acquires a 
wealth of information of a systematic type. Let 
him set about his task with a will to obtain all 
the available information pertaining to his 
subject. 

Many of the papers appearing in our publica- 
tions are prepared without bibliographies and 
here is the one index to the paper's character ; 
quoting an editorial from The Journal of the 
American Medical -[ssociation: 

“There is hardly any one detail of a well- 
prepared and well-written article that will 
give a better and clearer idea of the writer's 
methods, or fasten a greater confidence in 
Manly, J. M., and Powell, J. A.: A Manual for Writ- 

ers. Chicago, University of Chicago Press, 1913, pp. 25, 
23, 99-100, 158, 159, 36-38, 39-40, 45-65, 12-13, 21, 15, 179- 
185, 210, 167. 


the accuracy and soundness of his views 

than well-chosen, well-arranged, absolute- 

ly correct references.’ 

The pages of the journal should be filled with 
carefully prepared original articles dealing with 
pertinent subjects. 

very article should be written with delibera- 
tion and care, and in so doing, the writer bene- 
fits the readers of our publication; but most of 
all, he benefits himself by the vast amount of in- 


formation he gleans in covering his subject. 





CESARIAN SECTIONS. 

A recent survey, for the purpose of securing 
information relative to the normal percentage 
of Cesarean sections in hospital maternity cases, 
has shown that the Chicago Lying-In Hospital 
reports 2,725 deliveries and 78 Cesarean sec- 
tions, a percentage of 4.8 per cent. These figures 
are from a maternity hospital wherein the service 
is under the direction of an obstetrician of na- 
tion-wide reputation. 

Contrasting the figures from the Chicago Ly- 
ing-In Hospital, it is found that the Presbyterian 
Hospital, Chicago, reports the occurrence of 
Cesarean section on twenty occasions among 450 
deliveries, resulting in a percentage of 4.44 per 
cent. 

Doctor M. T. 
superintendent of the Vancouver General Hos- 
pital, Vancouver, B. C., is accredited with the 
statement, based upon four or five years during 
which time he was in charge of the obstetrical 
service at the Montreal Maternity Hospital, that 
the percentage of Cesarean sections was about 
two per cent, but that at the Vancouver General 
Hospital, in which institution there is a policy 
of an open staff, the percentage of Cesarean 


MacEachern, for many years 


sections ran as high as eight per cent. Doctor 
MacEachern is of the opinion that about 1% per 
cent represented the minimum and that 8 per 
cent certainly represented the maximum, and 
that with the occurrence of the maximum num- 
ber of Cesarean sections a careful study of the 
situation is indicated. 

Recently compiled statistics from the Montreal 
Maternity Hospital shows that there were twen- 
tv-one Cesarean sections out of 1,336 cases, a 
percentage of 1.5 per cent. 

A report of the University Hospital of the Uni- 
versity of Michigan, for the year ending June 30, 
1921, indicates that there were three Cesarean 

“Editorials: (1) The Importance of Correct Refer- 


ences; (2) The Medical Editor—Some of His Prob- 
lems. Jour. Am. Med. Ed. Assn., 1916, iii, pp. 29, 30-31. 
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sections among two hundred and _ forty-eight 
cbstetrical cases. 

With the event of standardized hospital pro- 
grams under conditions which predispose to 
frequent staff conferences in all such hospitals, 
with a critical survey of the statistical informa- 
tion, based upon the medical and surgical activi- 
ties from month to month, it has been shown 
that greater reluctance is manifested by at- 
tending obstetricians, in the matter of perform- 
ance of Cesarean sections, than was previously 
the practice when the results of medical and 
surgical activities were not so frequently made 
the subject of study. 

In Florida many obstetrical cases are taken to 
hospitals only because of unusual complications 
having arisen with the patient in labor at home, 
necessitating hurried removal to the hospital. 
The statistical proof from the Florida hospitals 
showing conclusively that with higher standards 
of hospitals there is an ever-decreasing per- 
centage of Cesarean sections. The result is a 
glowing tribute to the theory that with standard- 
ized medical education the result in the practice 
of medicine and surgery does not so much depend 
on individual ability of the physician but upon 
the type, character and extent of equipment 
which the communities supply their doctors with 
which to work, namely: high-class hospitals, 
adequate medical and surgical armamentarium, 
and competent, trained nurses. 

Florida has insufficient number of hospitals, 
but public education has surely demonstrated 
that more and better hospitals are assured for 
the future. 





A GUARANTEED DIVIDEND FOR 
DOCTORS. 

The greatest achievement of the twentieth cen- 
tury will probably be accredited to humanity’s 
present awakening to the benefits of group effort 
in behalf of mankind. 

The springing up, all over the land of civic 
organizations, wherein men meet on a non-po- 
litical, non-sectarian, unselfish, common ground, 
for the united purpose of building better men 
and better women; yea, demanding the right to 
spend time and money seeking to lift and love 
the underpriveleged, has developed an activity 
among doctors that seems to visualize and to have 
already realized for the medical profession a 
secure and enviable position in community lead- 


ership. 


The common ground for doctors seems to be 
in the harmonious operation and development 
of hospitals. 

The affairs of hospital conduct and operation 
offers a place for every doctor; “Be he ever so 
humble.” 

The consideration of any element of the hos- 
pital programme calls for expression of profes- 
sional opinion. 

Analysis of a hospital effort lends experience, 
indicates sources of error and points the way 
towards avoidance of subsequent mistakes. 

Improved and standardized hospital — pro- 
grammes lessen human suffering, reduces the 
occurrence of chronic invalidism, shortens the 
time of illness, has increased the span of human 
life and last, but not least, has made of doctors 
better men. 

Every hospital, no matter how small, how re- 
motely placed or poorly equipped, has to meet 
problems that all doctors may profit by if the in- 
formation should become available. 

The JoURNAL proposes, as a result of commun- 
ications that have and will be sent to all hospitals 
in Florida, to keep the profession advised of 
hospital progress and of hospital news every- 
where, through our columns. 

If a surgeon devises a new method, an intern- 
est discovers a new diagnostic sign, or the pedia- 
trician a new method of keeping the baby’s milk 
from regurgitating, all while on duty in some 
hospital, every doctor in our society should be 
advised of the same. 

Hospital staff secretaries should send in to the 
JouRNAL headquarters any information aris- 
ing in hospitals that may be helpful to us all. 

Hospitals are striving for better results and 
will grow and improve and be the means of 
demonstration, by doctors, as the matter can in 
no other way be demonstrated, of the wonderful 
role the medical profession is playing in human 
uplift. 





ANNUAL REPORT OF DUVAL COUNTY 
HOSPITAL FOR 1923. 

THE PRESIDENT AND MEMBERS OF THE Boarb OF 
CHARITIES OF DuvAL County, JACKSONVILLE, 
FLORIDA: 

I have the honor to submit for your informa- 
tion and consideration the annual report of the 
medical and surgical activities of the Duval 
County Hospital for the year 1923. 

In spite of the numerous handicaps offered 








by 
ent 
acc 
\ 
con 
cide 
Ric 
stal 
to a 
7 
that 
just 
fron 
it is 
men 
sely. 
boat 
this 
port 
I* 
befo 
all-c 
us t 
that 
tion 
cism 
any 
chan 
func) 
ley 
const 
const 
crow 
mane 
A ho 
hous« 
healt! 
cal st 
tific r 
depart 
healtl 
positi 
able | 
not o 
ments 
with 1 
pre OT 
The 
sociat 
gardit 
rr 
partm 
staff a 





be 


mn 


SO 





ANNUAL REPORT OF DUVAL COUNTY HOSPITAL FOR 1925 259 


by out-of-date buildings, poor equipment and an 
entirely inadequate bed capacity much has been 
accomplished in the last year. 

\When the original Board of Charities assumed 
control of the Duval County Hospital it was de- 
cided through the initiative of its Chairman, Mr. 
Richard P. Daniel, to elect a permanent official 
staff with powers to act and develop according 
to arising needs. 

The present staff organization is the result of 
that policy. Two years’ of progressive service 
justifies the success and benefits to be derived 
froma small, permanent official staff. At present, 
it is the policy of this official staff to retain all 
members of the associate staff that prove them- 
selves worthy. In order that the members of the 
board may have an intelligent understanding of 
this policy I propose, in the course of this re- 
port, to cite some of the reasons for same. 

l‘irst and foremost, it is vital that we keep 
before us the fact that we are dealing with an 
all-charity hospital. For this reason it behooves 
is to strive to build up a high-grade machine 
that will function with the least amount of fric- 
tion and lay itself liable to the minimum of criti- 
cism. I fear no contradiction when I assert that 
any business which is subjected to repeated 
changes in its personnel cannot, and does not, 
function intelligently or successfully. 

l.xperience proves that the conditions which 
constitute the environment of any hospital are 
constantly changing. Social changes, community 
growth and scientific discovery create new de- 
mand. Healthy hospitals are growing hospitals. 
\ hospital which begins as a medical boarding 
house is eventually called upon to participate in 
health education ; in the clinical training of medi- 
cal students ; in post-graduate teaching ; in scien- 
tific research. Time demands a larger maternity 
department, a “Tonsils Clinic,” a children’s 
health centre, etc., and the hospital must be in 
position to accommodate itself to every reason- 
able demand. It requires a professional staff 
not only of the highest possible medical attain- 
ments but one continuously in personal touch 
with the hospital's activities to best further this 
progressive growth. 

The Committee of the American Hospital As- 
sociation on “Out-Patient Work” has to say re- 
garding its professional staff as follows: 

“The professional staff of the ‘out-patient de- 
partment’ should be drawn from the hospital 
staff and not be a private or separate staff. 


The director, or responsible head, of each 
service should be continuously in charge. Each 
department of the out-patient clinic should have 
a chief who should be continuously responsible 
for carrying out the medical policies and main- 
taining the working standards of the, clinic. 

Internes should be assigned duties in the clinic, 
under staff supervision. 

Staff conferences for discussion of both ward 
and clinic cases should be held at regular in- 
tervals. 

In order to promote co-ordinated medical 
work, the professional responsibility for each 
patient at any one time should be fixed upon a 
single department or physician. 

All doctors are not ready and willing to give 
the time nor do they possess the attitude, the 
patience and especially the professional qualifica- 
tions incident to this special task.” 

If the above conclusions, applied to an “out- 
patient clinic,” are correct in the main it will not 
be hard to understand how much more necessary 
they are as applied to the hospital im-patient 
clinic. 

Believing that the staff organization can best 
be elucidated by a dissection of one department, 
I select the surgical department, because it car- 
ries the greatest number of members and is my 
personal responsibility. 

The surgical department, as in all other depart- 
ments, has one head. In the past year the de- 
partment has been subdivided into sections as 
follows: (1) Gynecology, (2) Obstetrics, (3) 
Roentgenology, (4) Anesthesia, (5) Orthopedics, 
(6) Urology, (7) Ano-Rectal diseases and (8) 
General Surgery. In each one of these sections 
a physician of special training in the particular 
work required is placed in charge and given a 
free hand in the development of that section. He 
adds additional associates as needed. He is 
responsible for all the patients, and the profes- 
sional service rendered in that section. He makes 
a full report of all activities in his section semi- 
annually and offers any practical suggestions 
looking to its improvement; he also offers any 
constructive criticism. All additional associates 
must be approved by the department head. In 
this way we retain a personal pride and interest 
in all phases of the department. We also encour- 
age a friendly competition. The efficiency and 
practical results culminating from such an or- 
ganization should be readily understood. Every 
man in the department is on his toes to retain 
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his position on the staff and every section chief 
is always seeking to improve his particular serv- 
ice. Associates in sections can be, with the ap- 
proval of the department head, displaced by their 
chiefs. The chiefs of sections can be displaced 
by the department head. 

Now let us consider this organization from the 
standpoint of the hospital and its sick inmates. 
The hospital reaps the largest benefits. It is not 
subjected to being constantly upset by varying 
ideas, untried and inexperienced methods. The 
hospital’s medical case records are bound to 
improve in efficiency under the continuous dic- 
tation and supervision of the same men, especial- 
ly if these men are of the highest type of doctor. 
In order that you may better appreciate this state- 
ment, I herewith inform you that a complete 
medical case history sets forth the following in- 
formation : 

“Identification data: Complaints: 
and family history: History of the present ill- 
ness: Physical examination: Consultations and 
Special examinations: Pre-operative and pre- 
treatment diagnosis: Operation or treatment: 
Condition on 


Personal 


Final diagnosis: Progress notes: 
discharge and follow-up.’ Such records, effi- 
ciently kept, are invaluable to posterity and medi- 
cal science. On the other hand, if improperly or 
carelessly done, they fill no vital place and become 
mere trash. 

The American Hospital Association, the Amer- 
ican Medical Association and the American Col- 
lege of Surgeons will acknowledge and grade 
your hospital very largely on its medical records. 
A constantly rotating staff never has and never 
will take any pride in routine records. Knowing 
their time of service is limited, the feeling of 
responsibility is naturally lacking. The main 
thought under such a system is to satisfy their 
vanity by obtaining membership on the staff and 
using the clinical material for their own instruc- 
tion and to their own ends. 

Right here, it seems to me important that the 
individual members of your board should be 
made conversant with the minimum standard for 
hospitals set forth and required by the American 
College of Surgeons. I herewith quote: 

“A—THE ORGANIZATION OF THE MEDICAL 
Starr. A hospital, meeting the minimum stand- 
ard, must have a competent and ethical medical 
staff to which certain duties are assigned as fol- 
lows: (a) the drawing up of rules and regula- 
tions governing the professional work of the 


hospital, (b) the supervision of the professional 
activities of the hospital in order that the high- 
est degree of efficiency may be maintained, (c) 
the carrying out of staff conferences at regular 
periods, and (d) rendering of every assistance 
possible to the administration or management in 
the development and promotion of the profes- 
sional work of the institution. 

B—Tue Provivine oF Case Recorps. In or- 
der to insure competent and satisfactory investi- 
gation and results in every case coming under 
treatment in a hospital, it is absolutely necessary 
that accurate records be prepared. ‘A hospital 
without records is like a clock without hands, 
still running, but providing no information to tell 
whether it is right or wrong.’ An accurate record 
is of inestimable value, not only to the patient, 
the doctor and the hospital but also to the ad- 
vancement of scientific medicine and research. 
A physical accounting is required in every thor- 
oughly competent hospital. This accounting can 
he carried out only when the findings, the facts 
and conclusions on every case are properly 
recorded. Moreover, the record must have be- 
hind it the spirit of honesty and sincerity and 
be a filtration of scientific facts leading to a defi- 
nite conclusion. 

C—Tur Provipinc oF 
TrHerareutic Facirities. In this regard special 


DIAGNOSTIC AND 


reference is made to the laboratory and X-ray 
services. These departments, when efficiently or- 
ganized and under competent direction, are of ines- 
timable value, both in making a diagnos?s and in 
carrying out treatment. The minimum standard 
does not only require that these facilities be 
acailable for the benefit of the patient in the hos- 
pital but that they be competently and sctentific- 
ally utilized whenever required.” 

We claim that the hospital's obligation to its 
medical internes and nurses’ training school is 
best fulfilled by a permanent staff. Surely this 
statement admits of no argument. We claim 
that the reputation of the hospital depends large- 
ly upon the personnel of the professional staff. 
A rotating staff that will, in time, place every 
doctor, good, bad or indifferent, in your com- 
munity on its professional staff can hardly hope 
to stand forth among the best in the land. 

A competently organized medical staff stimu- 
lates better organization throughout the hospital. 

A higher degree of ethics practiced among the 
attending doctors reacts beneficially on the nurs- 
ing staff and internes. 
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Through efficiency, accuracy, and thorough- 
ness on the professional side of the institution, 
a decided influence along similar lines finds ex- 
pression in the work of all the other groups. 

As regards the patients, it seems hardly neces- 
sary to call your attention to the advantages to 
be derived from such a staff organization as this. 
We do not change our doctor several times a 
year, because our intelligence cries out against 
it. If a patient in the hospital has been carefully 
studied by a physician, aided by the help of an 
organized and highly intelligent staff, then that 
patient has the right to be treated by that doctor. 
If at the completion of this study a new and 
probably less competent doctor steps in it will 
probably react to the patient’s disadvantage. It 
is bound to cause a delay, possibly dangerous, 
incident to another study. The possibility of such 
patient being incompetently treated as the result 
of such a change should be readily apparent to 
all. 

At the present time there are sixteen physicians 
giving their service in the surgical department. 
These men have been selected from the highest 
possible plane, i. e., their personal integrity and 
professional skill. Every chief of section is in 
accord with the policy of the department head in 
seeking out and developing deserving young 
men. A doctor that desires to remain as an asso- 
ciate in the department must give conscientious 
work; he must visit regularly and care for all 
patients assigned him; he must attend staff meet- 
ings and in all ways lend his service and brains 
to the progress of the work. As the volume of 
work increases, more and more of the right men 
will he added to the staff. 

The high standard set by the American Col- 
lege of Surgeons as regards fee splitting will ap- 
ply to each and every member of the staff. 

It is the ambition of the official staff to build 
a machine that will advance this hospital to the 
top and in that way aid the board in giving the 
citizens of Duval County a charitable institution 
of which they will be justly proud. 

Your staff, both official and associate, meets 
every third Tuesday in each month, at 8:15 p. m. 
At each and every one of these meetings some 
member of the staff is required to report, in full, 
a case, or cases that have been under his care in 
the hospital. At the conclusion of such report, 
there is a frank and full discussion by all the 
members, especially those having special knowl- 
edge applicable to the particular case. In this way 


everyone receives information and education and 
the end result is the progress of the hospital and 
improvement in the professional care of the sick 
inmates. 

The most vitally important advance for the 
hospital, accomplished by the staff, is the raising 
of its standard to meet the minimum require- 
ments of the American College of Surgeons. Of 
all the hospitals of 100 beds in the State, only 
three have complied with such standardization. 
The Duval County Hospital is one of the three. 
This accomplishment is due entirely to the efforts 
of your staff. 

It is justly claimed that four results of im- 
portance have resulted from the College’s pro- 
gramme of hospital standardization, viz: (1) 
The shortening of the patient’s day’s stay in the 
hospital; (2) the preventing of any incompetent 
or unnecessary surgery; (3) the minimizing of 
the number of infections and complications ; (4) 
the lowering of the hospital death rate. I might 
add for vour information that it also enables 
your hospital to secure a better grade of medical 
graduate in its interne service. 

The type of interne serving your hospitals will 
in time become the type of doctor to serve your 
community, vour children and your grandchil- 
dren; therefore, the importance of raising the 
hospital's standard so the highest type of medical 
graduate will seek service therein. 

The prospect of the occupancy of a modern 
hospital plant within the coming year is going to 
demand the intensive efforts and resourcefulness 
of everyone responsible for its launching. A 
good beginning leans far to permanent success. 
A large part of this burden will fall to your pro- 
fessional staff. It is with a feeling of much pride 
that | am able to present for vour approval the 
development of Mr. Daniel's original idea into 
the present staff organization ; also the individual 
doctors composing its personnel. 

All high-grade hospitals publish in pamphlet 
form an annual report of its various activities. 
This information is valuable in many respects, 
especially to all persons interested in seeking 
trustworthy information. 

Deans of medical colleges, where we apply for 
internes, are beginning to request these reports. 
In the interest of their graduates they feel it their 
duty to acquaint themselves with the standard 
of hospitals seeking internes from the colleges. 
A failure to furnish these reports creates an ad- 
verse feeling as to the hospital's efficiency. May 
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I request that the board correct this oversight 
by getting out such a pamphlet for 1923? 

The annual reports from the five departments 
of the official staff are herewith attached. They 
speak for themselves and need no comment from 
me. 

Much more could be said, but it seems to me 
the above should prove adequate. It is respect- 
fully submitted for your information and ap- 
proval. 

President Duval County Hospital Staff. 





MEDICAL INTEREST IN TAX REVISION. 


Legislation of outstanding importance to 
physicians is now before Congress through rec- 
ommendations made by the Secretary of the Treas- 
ury for a downward revision of federal taxes. 
Physicians will share, of course, in the benefits 
conferred on the people generally by such legis- 
lation. They are, however, among those who 
will be further benefited by the proposed reduc- 
tion of 25 per cent in the tax on earned income, 
as distinguished from income from _ invested 
capital, since the incomes of physicians are 
largely, and in many cases altogether, earned in- 
comes. Obviously, then, we, individually and 
collectively, should interest ourselves in bring- 
ing about this reduction. 

Secretary Mellon makes no specific recom- 
mendation that will entitle a physician to deduct 
as one of his professional expenses in comput- 
ing his federal income tax the cost of attending 
meetings of medical societies and of postgrad- 
uate study. His recommendations, however, are 
necessarily general in character, and possibly no 
inference should be drawn from the omission. 
It may be that certain proposed changes in the 
phraseology of the law are intended to afford 
relief, but it will be better if phraseology is used 
that will make relief certain. 

Unfortunately, the recommendations 
mitted by the secretary do not provide for a 
reduction to a prewar basis of the now indefen- 


sub- 


sible war tax exacted from physicians under the 
Harrison Narcotic Law. Physicians have never 
complained of the original levy, one dollar a 
year, submitting willingly to it and to the incon- 
venience imposed by the law, for the sake of the 
good sought to be accomplished. Nor did we 
complain when, during the war, the levy was 
trebled for revenue purposes only. We do, how- 
ever, object to being compelled to bear this bur- 
den now that the financial necessity for it has 
gone, and we ask that the tax be reduced at least 
to the amount originally fixed. There is no time 
better than the present for urging our demands, 
and we must seize the opportunity. 


Relief from some of our tax burdens is now in 
sight, through the proposed reduction in the tax 
rate on earned incomes, and through the oppor- 
tunities that are open to procure a reduction of 
the tax under the Harrison Narcotic Law and 
statutory provision that will permit the deduc- 
tion of professional traveling expenses and the 
expenses of postgraduate study in the computa- 
tion of the physician’s net income. However, if 
physicians want such relief, they individually 
and collectively must make their influence felt. 
Every physician should write to his representa- 
tives, both congressman and senator, urging fav- 
orable action. Every county society should adopt 
resolutions expressive of its views and send 
copies to the Committee on Ways and Means, 
House of Representatives, Washington, D. C., 
and to the more interested senators and repre- 
sentatives. These societies should authorize and 
direct their proper officers and committees to 
follow up such resolutions, to see that they are 
effective, and to report back the results of their 
work. Later, when the bill has passed the House 
of Representatives and has gone to the Senate, 
appropriate action can be taken to acquaint the 
Senate with the views of the medical profession 
concerning the biil as it then stands. Relief in 
this manner may be obtained through our con- 
certed, prompt, whole-hearted action.—Jour. A. 
M. A. 
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Dyrenforth Laboratory 


| In addition to our analytical and investigational branches, we prepare solutions for the clinical laboratory according to | 
Folin, Gradwohl, Hawk, etc. Our preparations are accurate and fresh. 

Special test solutions for qualitative and quantitative work in urinalysis, blood chemistry, gastric analysis or other requirements 
Established 1919 


CONSULTING AND ANALYTICAL CHEMISTS | 
TOXICOLIGISTS 
L. Y. DYRENFORTH, B. Sc., Director 


JACKSONVILLE, FLORIDA 
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